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Migration and HealtH
Healthcare is not universal if undocumented 
migrants are excluded
Helena Legido-Quigley and colleagues examine the barriers that migrants face in accessing 
healthcare and argue they are counterproductive for host countries
The decision to migrate is rarely easy. For many, there is little choice because of conflict or natural disaster, and their jour-neys may take months or years. 
Finding healthcare while in transit can be 
extremely challenging, and migrants may 
be denied care once settled. Although many 
migrants prosper in their new homes, for 
others the physical and psychological trau-
mas can be lifelong.1
The number of migrants continues to 
grow2 with an estimated 1000 million in the 
world, including 258 million international 
migrants.3 Of the latter, an estimated 65 
million have been forcibly displaced. Nearly 
26 million are refugees and asylum seekers, 
the highest number since the second world 
war.
In 2017, most migrants moving to a 
different country moved to countries 
in Asia (80 million) or Europe (78 
million).3 For those with valued skills, 
international migration can be relatively 
straightforward.4 For others, and especially 
those lacking documentation, the 
challenges can be severe. Some refugees 
and asylum seekers may struggle to provide 
the necessary evidence to claim their rights 
enshrined in national law and international 
treaties.
Although the world’s governments have 
committed to achieving universal health 
coverage,5 we argue that this can be done 
only by including all migrants. This can be 
achieved where the political will exists.
Everyone has a right to health
In 2015, world leaders restated their 
commitment to the right to health. They 
included a commitment to universal health 
coverage in the sustainable development 
goals. Universal health coverage is a guar-
antee that all people and communities can 
access high quality health services, while 
ensuring that they are not exposed to finan-
cial hardship.6
Health coverage cannot be described as 
universal if it excludes migrants, but many 
countries do so. This is particularly true for 
undocumented migrants. In some countries 
the situation is getting worse with migrants 
being openly targeted.
Since 2010 the British government 
has established a “hostile environment” 
for migrants. It introduced a series of 
measures to make access to public services 
more difficult. The National Health Service 
was directed to enforce immigration 
controls. These included a requirement to 
inform immigration authorities of people 
suspected of being in the country illegally. 
This measure is now being withdrawn after 
widespread outrage.7
In the USA, a zero tolerance migration 
policy was instigated in April 2018. 
People entering the country illegally had 
their accompanying children removed 
and detained, sometimes in steel cages. 
United Nations experts have suggested 
that this policy may amount to torture.8 
Measures being implemented by the 
Trump administration on the US-Mexico 
border have been linked to the deaths of 
young children, with allegations of a lack 
of adequate care.9
The case for extending the protection of 
the health system to all migrants is clear, 
but there are challenges to overcome.
Overcoming health systems barriers
In figure 1 we depict the main barriers that 
prevent migrants from using health systems 
based on the World Health Organization’s 
health system building blocks.
One set of challenges relates to overall 
governance. Policies related to migrants 
often take place in silos, such as security, 
immigration enforcement, education, 
housing, and others. The health sector 
is often excluded or marginal, leading to 
policy incoherence.10
Many of the barriers faced by migrants 
arise from financing systems—in particular, 
eligibility and out-of-pocket payments. 
Enrolment in health insurance schemes 
often depends on citizenship or legal 
immigration status. Undocumented 
migrants are almost always excluded. 
Notable exceptions are Thailand and Spain.
Uninsured migrants, in particular, face 
barriers as few can afford payments.11 
Transferability of social insurance schemes 
has been suggested to facilitate labour 
mobility.12 The free movement of labour 
was the initial reason for implementing 
cross border care within the European 
Union.13 It has subsequently developed 
into a comprehensive system giving those 
entitled to healthcare in one European 
Union member state the right to obtain it 
in others (subject to certain conditions). 
In other parts of the world, governments 
have been reluctant to adopt such 
models, as they often face challenges in 
ensuring financial protection for their 
own populations.12 A further complication 
is the large cost differences between 
many countries of origin and destination 
countries.
Migrants may also face obstacles arising 
from lack of cultural awareness by those 
providing care or due to language barriers, 
even though there is now considerable 
Key messages
•   Millions of men, women, and children 
who have migrated internationally pay 
taxes and contribute to local econo-
mies but fail to receive the security of 
universal health coverage
•   The right to health, which underpins 
the commitment to universal health 
coverage in the sustainable develop-
ment goals, includes migrant popula-
tions
•   Some countries are designing inclu-
sive policies to ensure that undocu-
mented migrants have access to 
health services, while other countries 
are becoming more restrictive and 
eroding the principle of universality
•   Governments should expand and 
enhance health systems, where nec-
essary, to incorporate the needs of 
undocumented migrants in national 
and local healthcare policies and 
plans and health professionals should 
do everything necessary to make this 
a reality
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experience on how to overcome these 
challenges.14 There are fewer barriers 
related to medical products and, at least 
in theory, this could include medicines 
for certain imported diseases. Information 
systems are important for monitoring the 
health of migrants and their access to care, 
but strong safeguards are needed.
Policies should build on evidence 
of the behaviour of migrants seeking 
healthcare and the consequences of poor 
health literacy, unawareness of rights, and 
language and cultural differences. Migrants 
may avoid seeking care for fear of arrest or 
deportation, or they may believe that they 
are “undeserving.”15 Discrimination and 
extortion by authorities, such as police or 
immigration officials, adds to migrants’ 
stress and discourages them from seeking 
care.16
Several tools have been developed for 
assessing the inclusion and integration 
of migrants in health systems. One of 
the best known examples is the Migrant 
Integration Policy Index, covering 38 
European countries. The health module 
includes entitlements to health services; 
accessibility of health services for migrants; 
responsiveness to migrants’ needs; and 
measures to achieve change.17 Other 
examples are the Health Information 
Assessment Tool for asylum seekers, used 
in Germany and the Netherlands,18 and the 
Health Equity Impact Assessment Tool, for 
newcomers to Canada.
In summary, many migrants, especially 
those who are undocumented, lack 
entitlement to healthcare, including mental 
health services. Even when they have a 
legal right, many barriers may prevent them 
from realising it.
Arguments for inclusion
The main argument advanced for restricting 
access to healthcare by migrants is the cost. 
This is not supported by research, however, 
which shows that providing healthcare for 
migrants has direct and indirect economic 
advantages for host countries and is benefi-
cial for public health and social cohesion. 
For example, in Germany, policy changes 
created a natural experiment between 1994 
and 2013. It was found that restricting the 
access of asylum seekers and refugees to 
healthcare resulted in higher costs in the 
long term.19 Furthermore, a study in several 
European countries found that extending 
access to primary care achieved large sav-
ings in direct medical and non-medical 
costs.20 Both studies concluded that inclu-
sion of migrants in health systems reduced 
the risk of health conditions—which could 
be treated cheaply—progressing to complex 
and expensive illnesses.
The historical argument for extending 
care to migrants is based on public 
health considerations. Migrants rarely 
bring infections that pose a threat to the 
host population,21 22 but denying them 
treatment may create risks.21 22 A German 
study compared the costs of containing a 
measles outbreak in an asylum seekers’ 
shelter with the costs of hypothetical 
mass vaccination. It found that if the 
asylum seekers had been offered measles 
vaccination on arrival, 50% of the costs 
of managing the subsequent outbreak 
would have been saved owing to a 
reduced need for serological testing.23 
In Malaysia, adherence to highly active 
antiretroviral therapy in refugees and 
host populations was compared. It 
was concluded that, if refugees were 
included in mainstream services, the high 
adherence rates achieved (equal to those 
in the host population) reduced onward 
transmission.24
A second argument derives from 
the growing recognition that migrants 
contribute to the economies of destination 
countries.25 This is important as many 
industrialised countries have declining birth 
rates and need continuing migration. On 
average, 17% of doctors and 6% of nurses in 
Organisation for Economic Cooperation and 
Development countries have been trained 
abroad.26 Their contribution to the workforce 
and, thus, to the economy, depends on them 
being in good health, thereby justifying 
inclusive health policies.27
A final argument for inclusive policies 
is their contribution to social integration 
and cohesion. Some politicians complain 
about migrants’ lack of integration, 
forgetting that this should be a two way 
process.28 Policies strengthening inclusion 
in employment, education, housing, 
and health are well recognised as key to 
promoting social integration.29 The health 
system can have an important role in this 
process, creating culturally aware, migrant 
friendly services.29
In  summary,  migr ant  inclusive 
health systems reduce long term health 
expenditure, help to tackle shortages of 
workers, especially in the health and social 
care sectors, boost economic growth, and 
promote social integration in host countries.
Overcoming arguments against migration
Some countries are becoming more inclu-
sive. For example, several Latin American 
countries, including Costa Rica and Argen-
tina, have adopted specific initiatives on 
migrants’ access to health services using a 
human rights framework.30 31 Sri Lanka has 
implemented specialist health and welfare 
services for those returning migrant work-
ers who have been subjected to abuse.7 32
Positive examples from Thailand (box 
1) and Spain (box 2) highlight why a legal 
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Fig 1 | Factors contributing to barriers that prevent migrants from using health systems
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entitlement to healthcare is not, on its own, 
enough. It is necessary also to design health 
services that actively promote inclusion. 
Key factors underpinning the extension of 
health coverage to undocumented migrants 
in Thailand and Spain included explicitly 
stated political commitments. These were 
backed up by pressure from civil society, 
medical professional bodies, and the 
media.
Recommendations and areas for further 
research
Although migration is high on the interna-
tional policy agenda, there is scant research 
to inform policy. Research on migration 
and health is concentrated in high income 
countries that have been relatively unaf-
fected by the large migration flows among 
countries in the global south.43 Migrants in 
different areas will have particular health 
needs, owing to previous experiences in 
their countries of origin and the journeys 
they have taken.44 To a greater extent than 
in other health research, it is necessary to 
take account of these differences. Migrants 
will differ in their willingness to become 
involved with researchers, reflecting their 
experiences, which may have affected their 
trust in others. Interventions should relate 
to the particular barriers to healthcare 
faced by migrants. These include health 
beliefs and cultural norms, such as gender 
roles, as well as legal, financial, and regula-
tory aspects of the health system.
We believe policy should be based on 
certain core principles. The first is the right 
to health, enshrined in various national 
and international laws and conventions.45 
It is given added force in the sustainable 
development goals with their commitment 
to achieve universal health coverage. A 
health system that excludes groups such as 
migrants cannot be described as universal. 
The second is economic. The evidence 
that migrants make a net contribution to 
economic growth is compelling. So too is 
the evidence that providing timely care for 
migrants saves money in the long term. 
The third relates to social cohesion. Greater 
contact with migrants can often reduce 
hostility,46 47 with benefits for everyone. 
Inclusive health systems can play a role in 
this process.
Final ly,  there  are  implicat ions 
for practice. Migrants, in particular 
undocumented migrants, should never 
have to fear that by accessing healthcare 
they risk detention or deportation. A policy 
which required the UK’s National Health 
Service to share data with immigration 
authorities has been abandoned but should 
never have been introduced.48 Health 
facilities should be places where everyone 
feels safe. There are several examples of 
health professionals taking responsibility 
to ensure that health facilities are safe 
spaces for migrants, such as the sanctuary 
hospitals in the USA or the Docs Not Cops 
movement in the UK.49 However, it is 
important to recognise that this may require 
civil disobedience or non-compliance with 
regulations in some countries.
Health professionals acting in good 
faith may be able to obtain protection 
in national law. We believe that greater 
clarity is needed also in international law. 
For example, in Europe, the European 
Court of Human Rights50 and the European 
Committee on Social Rights51 have explored 
some of the key questions on the rights of 
failed asylum seekers and migrants with 
irregular status, respectively. However, 
many issues remain unclear and selective 
strategic litigation may be needed to 
establish precedents.
We also contend that professional 
regulatory bodies have a duty to protect 
health workers against enforcement action 
by authorities. This again recognises the 
duty of health workers to their patients 
and their right to act according to 
their conscience. As far as we can see, 
professional bodies have largely remained 
silent about this subject in many countries.
Health systems in which no-one is left 
behind can be created, but it requires 
political will and concerted action by 
everyone.
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Box 2 | Free access to healthcare in Spain
The 1986 General Health Law and the ensuing 2011 Public Health Law, granted all Spanish 
residents an explicit right to free healthcare. However, in 2012, in the wake of the financial 
crisis, the government sharply curtailed this right, using a Royal Decree. This allowed it to 
bypass the Cortes (parliament) and restrict access by migrants. This change limited access by 
undocumented migrants to emergency services only, unless they were children or pregnant 
women. In practice, the introduction of bureaucratic barriers and the fear of deportation made 
even emergency care difficult to obtain. The policy has been linked to an observed 15% increase 
in mortality among the migrant population in the 3 years after implementation of the decree.40
Subnational authorities and civil society acted to mitigate the effects of the new policy. 
Spanish regions have considerable autonomy in delivery of healthcare and some refused 
to comply with the national legislation, instead continuing to provide free services. In some 
regions, health professionals refused to comply with the new policy, citing their ethical duty.41 
In July 2018, after the resignation of Prime Minister Mariano Rajoy, the government signed 
a new Royal Decree granting undocumented migrants the right to health protection and 
healthcare under the same conditions as people with Spanish nationality, although barriers to 
successful implementation still need to be overcome.42
Box 1 | Thailand’s migrant insurance scheme
Thailand, with its rapidly growing economy, has attracted many migrants from neighbouring 
countries—particularly, Cambodia, Lao People’s Democratic Republic, and Myanmar.33 34 
Thailand is celebrated for its achievement of universal health coverage at relatively low 
cost,35 which includes all ‘Thai nationals’ and registered migrants working in the formal 
sector. However, it has been more challenging to extend coverage to those with a precarious 
immigration status, especially undocumented migrants. In 2004 the government instigated and 
expanded a contributory insurance scheme for migrants from the three neighbouring countries. 
Managed by the Ministry of Public Health, it provided a broad benefit package without payment 
at point of care, although with some exclusions, such as renal replacement therapy.36 Migrants 
must undergo health screening and pay an annual premium of about US$ 70 (£55; €62) for 
each adult.37 Since 2014 this scheme has become part of the comprehensive registration 
measure, the so-called “one stop service”, which intends to “legalise” the undocumented 
status of migrants through nationality verification. The scheme is not without problems; 
although the government has stated clearly that failure to register leaves migrants at risk of 
deportation, only about 1.1 million have been enrolled, about one third of the expected total. 
Some providers have refused to enrol migrants as they perceived that many had pre-existing 
illnesses that threatened the viability of providers. A lack of legal clarity about the division of 
responsibility between migrants and their employers has also caused problems.36 38 39
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